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1. TRANSMITTAL NUMBER: 2. STATE: 

TRANSMITTALA N K O TAPPROVAL OF -~9 8 - 0 0 5 4 Vermont 
STATE PLAN 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION SECURITY ACT (MEDICAID) i 

TO: 	 REGIONALADMINISTRATOR 4. PROPOSED EFFECTIVE DATE 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENTOF HEALTH AND HUMAN SERVICES January 1 ,  1998 

5. TYPE OF PLAN MATERIAL (Check One): 

0NEW STATE PLAN 0 AMENDMENT BE CONSIDERED AS NEW PLAN a AMENDMENT 

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittalfor each amendment) 

6. 	FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 

See at tached.  a. FFY 98 $ - 0 
b.FFY $ 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

pqje y"ATTACHMENT 4'4, - k  

OR ATTACHMENT APPLICABLE 

cPA178-~-1?-.SUPPLEMENT I 1 	 f. ATTCHMENT J N  LI A h  P/ /</ 

, '1(7 j-4' I 
__._~ 

10. SUBJECT OF AMENDMENT: 

POST-ELIGIBILITY i ELIGIBILITY hi I ELIGIBILITY TREATMENT o f  INCOME 

__ 
11.  GOVERNOR'S REVIEW (Check One): 

0GOVERNOR'S OFFICE REPORTED NO COMMENT 

J 
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- ,j / / l a , n n l & 3  yq&W D e b b i e  Mercy13. TYPED NAME: I PLANNING S EVALUATION EVALUATION i o n  
DEPARTMENT of Social. WELFARE a re 
103 South Main S t r e e t

Secretary,  Agency of Human Services Waterbury, VT 05671-1201 
!5.DATE SUBMITTED: :3,,3, ,c)8 
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Revision: A ATTACHMENT 2.6-A 
DECEMBER 1997 Page 4a 

OMU N0.:0938-0673 
State: -__ VERMONT 

-,- -
Condition Condition or REQUIREMENT 

a. 	Aged, blind, disabled: 
Individuals $ 45.00 
Couples !$ 90.00 

For thc following PERSONS with GREATERneed: 

Supplement 12 to Attachment 2.6-A describesthc 
GREATERneed; dcscribes the basis or formula for 

DETERMININGthe DEDUCTIBLEAMOUNT when a specific 
amount is not listed above; LISTS the CRITERIA to 
be mel; and, where af APPROPRIATEidentifies thc. 
organizational unit witch DETERMINESthat a criterion IS mct 

b. AFDC related: 
CHILDRENS 45.00 
Adults !$ 45.00 
For the following PERSONSwith GREATERNEED 

Supplement 12 to Attachment 2.6-A describes thc 
greater NEED desclibes thc basis or FORMULA for 
delemining the DEDUCTIBLE amount when a specific 
amount is not LISTEDabove; lists the CRITERIAto be mct;
and, where APPROPRIATE identifies Ihc organizational
unit which delcrmines that a CRITERIONis met. 

c. INDIVIDUALUNDER age 21 covered in the plan as 
specified in ITEMB. 7. of ATTACHMENT2.2 -A. 
!J 45.00 


